Dentistry on South Hampshire

YOUR SMILE BEGINS WITH US

(682) 385-9801
PERSONAL INFORMATION
NAME: Mr./Mrs./Miss.
FIRST MIDDLE
ADDRESS:
cny STATE paid
PREFERRED NAME: DOB: GENDER: M/F STATUS: M/ S/ W/D
HOME PHONE: WORK PHONE:
CELL PHONE: EMAIL
SSi: DRIVERS LICENSE #:
EMERGENCY CONTACT: EMERGENCY PHONE:
RELATIONSHIP TO PATIENT: EMERGENCY CELL PHONE!
WHOM DO WE THANK FOR REFERRING YOU?
PRIMARY DENTAL INSURANCE
SUBSCRIBER NAME: RELATION TO PATIENT:
EMPLOYER: INSURANCE CO:
POLICY #: . _GROUPH:
S DOB:
SECONDARY DENTAL INSURANCE
SUBSCRIBER NAME: RELATION TO PATIENT:
EMPLOYER: INSURARCE CO:
POLICY #: GROUPH:
Ssa: DOB:
RESPONSIBLE PARTY

NAME! RELATION 7O PATIENT:
ADDRESS:

SIGNATURE:




PATIENT NAME

MEDICAL HISTORY EXAM

Birth Date

Although dental personnel primarity treat the area in and around your mouth, your moth is a part of your entire body. Health problems that you may
have, or medication that you may be taking, could have an important interraiationshap with the dantistry you will receive. Thank you for answering the

following questions.

Ara you under a physician's care now? (O Yes () No

Have you ever been hospitalized or had a major operation? () Yes () Ne

Have you aver had a serious head o neck injury? () Yes () No

Are you taking any medications, pils, or drugs? () Yes (O No

Do you take, or have you taken, Phen-Fen or Redux? (O Yes (O No

HaveywwtahmFosanax_Qori\{a,AmnelormyO "'%O No
othar medications containing bisphosphonates?

Are you on a special diet? (O Yes O Ne

Do you use tobacco? () Yes () No

Do you use controlied substances? () Yes () No

1f yes, plsase expl@in:

if ves, please axplain:

i yes, please explair:

if yes, please expiain:

rWomen: Are you

7] Local Anesthetics

PragnantiTrying to get pregnant? O Yes (O No Taking oral contraceptives? () Yes () Ne Nursing? (O ves (O No
- Ara you aflergic to any of the following? :

===

] metal Dtha:

{] Aspirin [ Penicitin [ Codeine (] Sulfa-drugs
!mmumpbaseexp&w:

—Do you have, or have you had, any of the following? ]
AIDSMI Positive O Yes O No | Conisone Medicne {0 Yes {{) No | Hemophiia O Yes (O no | Raation Treatmenis () Yes (O No |
Azhsimers Diseese () Yes {0 No | Disbstes O ves (J tio | HepaiitisA O Yes () Mo | Recem Weight Loss 8758;40%
Anaphylaxis (O Yes O No | Drug Adgiction (O ¥Yes (O No | HepawisBaorC O Yes (O No | Renal Dalysis ¥es (O Mo |
Aneméa Yes ) No | Easy Winced O Yes O No | Hemes O Yes (O no | Rheumasic Fever O Yes CiNo |
fngina O Yes Qno | Emphysema (O Yes {3 No | High Bicod Pressare () Yes () No | Rheumatiem O Yes O No |
ArthritisRGout O Yes O No | Epilepsyor Setwres () Yes (O No | HighCholesterst () Yes (O No | Scariet Fever O ves ONo
Anificial HeartValve () Yes (O No | ExcessiveBieeding () Yes {{) No | . Hives or Rash O ves (O No | Shingles O ves O No !
Antificia Joint O Yes (O No | Excessive Thirst (O Yes (O Mo | Hypoglycamia ) Yes () No | Sickie Ceff Disease O ves O ot
Asthma O Yes O No | Fainting SpatieDizziness () Yes (O No | imeguisrtisarbeat () Yes (O No | Sinus Trounie ) Yes (O No |
Biood Disease O Yes O mo | Frequent Cough ) Yes O No | KidneyProtlems (O Yes (O No | Spina Bifida O Yes Oy No |
| Biood Transtusion ) Yes () No | Fraquent Diarhea O Yes O No | Leukemia O Yas O No | Stomachiniestinal Disease () Yes () No
{ Breathing Prablam (O yes O No | FrequentHeadaches () Yes (O No | Liver Disease (O Yes O No | Stroke O vee (O Mo
| Bruise Essily O yes O No | Genital Herpes O ves O Mo | Low Blood Pressure () Yes (O No | Swelling of Limbs ves (O No |
{ Cancar O vYes O No | Glaucome OY&sSw Lung Disease O Yes (O Ne | Thyroid Disease Yes () No |
| Chemotherapy () Yes () No | Hay Fever O Yes O No | mitrat Vaive Protapse ) Yes (O No | Tomsilitis Yes () No |
| Chest Pains O Yes O No | HeanmsckFaue () Yes (O No | Ostecporosis O Yes () No | Tubarcuasis Yes () No |
| Cold SoresfFever Blistars () Yes () No | Hean Murmur Oves Qo | Painindawdoims () Yas () No | | umors of Growtns Yes L) No |
| Congenital Heart Disorder() Yes () No | Hear: Pacemaker O Yes O No | Pasathyrowd Disease () Yes () No f}"‘e‘s , ;: el
| Comvulsions O Yes O No | Hean Troubleisease () Yee (O Mo | PayohiamcCare (O Yes (O No \,;mw"e"’ja'f‘m*w’ Yes £ Ao |

Have you ever had any serious iiness not listed above? () Yes ) No

Comments:

To the bast of my knowledgs, the questions on this form have been accurately answered. | understand that providing incorrect information can be
dangerous o my (or patient’s] health. it is my responsibility to inform the dental office of any changes in medical status.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN

NN

DATE




